Introduction
The expansion of life expectancy (LE) is a primary interest of medical and socioeconomic research. In many parts of the world, LE has been increasing steadily over the past few decades, due to increases in technology, medication, and international supports. According to the World Health Organization (WHO)'s World Health Report (1) , people are healthier, wealthier, and living longer today than 30 years ago. The average global LE at birth is estimated to increase by 7 years from 1998 to 2025, with 26 countries having an LE at birth above 80 years. The wide variations of LE still exist between high income and low-income countries. The increases in LE are attributed to improvements in sanitation and access to clean water; medical advances, including childhood vaccines; and massive increases in agricultural development. The level and variability of LE has important implications for individual and aggregate human behavior. It affects fertility behavior, economic growth, human capital investment, intergenerational transfers, and incentives for pension benefit claims (2-3). Therefore, LE reflects the health of a country's people and the quality of healthcare they receive when they are ill (4) (5) .study in South Korea, based on census data showed that there was a positive impact on LE from changes of income (7) . Another study on Thai people found that older people with higher income and advanced education experienced better health outcomes and health satisfaction (8) . Inequalities in income and education have recently been identified to account for regional inequalities in LE as well as in other health indicators (9) . Unemployment was found to affect negatively health outcomes (10) . Moreover, longer LE was associated with low infant mortality rates and high literacy rates (11) . The health-related factors determinants of LE may consist of healthcare expenditures, healthcare resources, mortality rates, the prevalence of Human Immunodeficiency Virus (HIV), and health outcomes (12) . The healthcare services such as increased number of physicians, hospital deliveries, and prenatal examination could reduce mortality and result in an increase in LE (13) (14) . Although evidence of the effects of demographics, socioeconomic instability, and healthcare resources on LE has been proved in previous studies, there has been relatively little research undertaken in the low and lower middle-income countries taken together. Hence, the present study endeavors to fill this gap in the literature. Consequently, it is not only a critical issue in population health research but also a pressing public health concern, with significant implications for healthcare policies. Therefore, the main purpose of this study was to develop an explanatory model to account for the factors that contribute to the LE. This study will observe the effects of demographic, socioeconomic, and health factors on a country's average LE. It is believed that, this study would be very helpful to understand which variables have the greatest impact on average LE across countries. This knowledge could then an aid for the policymakers and government officials alike in deciding how to best allocate their limited resources.
Materials and Methods
The most common variables were selected that have shown impacts on LE in the previous studies (7, (15) (16) (17) (18) (19) . Data and necessary information were obtained from the WHO (20) , United Nations Development Programs (21) , and World Population Data Sheet (22) . All the variables, their sources and descriptions are included in a table of the Appendix A. A list of these countries is shown in Appendix B. It was investigated the effects of some demographic, socioeconomic status, and the availability of health factors on LE. In this study, LE is the dependent variable and refers to LE at birth. There are three main determinants: demographic variables, socioeconomic status, and health factors. Demographic variables include the total fertility rate (TFR) and adolescent fertility rate; socioeconomic variables include mean year of schooling, and GNI per capita; and health-related factors include the HIV prevalence arte and number of physicians per ten thousand populations in a given year. Data and necessary information were obtained from 91 low and lower middle-income countries except Solomon Islands, Marshall Islands, and Tuvalu due to unavailability of data. The data has been used for univariate analysis, to carry out the description of the variables and their attributes on data in list; bivariate analysis, to find the correlations among the variables; and finally, backward multiple linear regression analysis, to examine the average relationship between LE and socio-health factors and find out the most prominent affecting factors on LE. The univariate multiple regression analysis examined each independent variables with LE as the dependent variable. The underlying multiple linear regression model corresponding to each variable is: 
Physicians density Number of physicians per ten thousand populations (20) Gross National Income (GNI) per capita GNI PPP per capita is gross national income in purchasing power parity (PPP) divided by mid-year population. GNI PPP refers to gross national income converted to "international" dollars using a purchasing power parity conversion factor.
International dollars indicate the amount of goods and services one could buy in the USA with a given amount of money.
Mean year of schooling Average number of years of education received by people 25 and older, converted from education attainment levels using official durations of each level. (20) . However, the TFR and adolescent fertility among the African countries are highest compared to other countries in the globe. The TFR of Nigeria is 7.10, in Somalia it is 6.40 where as it is on an average 1.60 in the developed countries (22) . Similar trend is found for the adolescent fertility rate. In Niger, the adolescent fertility rate is 207.10, which is the highest in the world. In Congo, it is 201.40 takes place the second highest position in the globe (21) . Mean year of schooling were seen in the African countries are very low (Mozambique 1.20 years; Burkina Faso 1.30 years) (21) . For the case of GNI were found very small of the countries where the LE are lower (e.g., GNI per capita of Liberia is only 265$) (21) .
Bivariateanalysis
The correlation coefficients (r) were derived to examine direction, strength and significance of linear relationships between the variables (Table 2) The significant similar relationships were found between LE with physician density (r = 0.55, 
Backward multiple regression analysis
An impact analysis helps to standardize the effect of each independent variable on the dependent variable, and allows one to determine reasonably, which independent variable affects the dependent variable the most. Three sets of multiple linear regressions were conducted where LE was the dependent variable and HIV prevalence rate, physicians' density, TFR, adolescent fertility rate, mean years of schooling, and GNI per capita were the predictors. The results are presented in the following table (Table 3) . Since, the VIF for the case of all predictors were less than five, so there is no evidence of a multicollinearity problem. In the above three models (Model 1, Model 2, and Model 3), HIV prevalence rate, TFR, and adolescent fertility rate indicated negative associations; and physician number, average schooling year and GNI indicated positive associations with LE. In Model 1, all the predictors were included. Among these predictors HIV prevalence rate, TFR, mean years of schooling and GNI were found as the significant predictors of LE. All the predictors except adolescent fertility rate were retained in Model 2, where HIV prevalence rate, TFR, mean year of schooling and GNI were found as the significant predictors of LE. Finally, in Model 3, HIV prevalence rate, TFR, average schooling year and GNI were retained and all these were significant predictors to be explained the LE.
Discussion
The study has clarified that HIV prevalence rate, TFR, mean year of schooling, and GNI per capita were the significant predictors of LE in the low and lower middle income countries. Significant associations between physicians' number, and adolescent fertility rate were also found. These findings are also important because they indicate the link between health and policy or economics at the country level, and highlight the direction of health policy in the current world. The coefficient for HIV was statistically significant and negative in all three regressions. HIV had the largest impact in each individual regression. The HIV is a non-curable virus that eventually attacks the immune system of the infected individual. Without treatment, the net median survival time with HIV is 9-11 years (23), meaning that individuals who have tested positive for HIV face a drastically reduced life span (24) . A greater percentage of infected adults could also mean higher HIV transmission rates to children (25) . These factors should bias a country's average LE downward. Thus, it is hypothesized that as the percentage of adults infected with HIV increases, average LE will decrease. The coefficient for physician density was statistically significant and positive. If there is a lack of medical personnel that treats the general population, most individuals would likely not have a way of receiving ordinary medical care. Thus, it is hypothesized that as physicians per ten thousand people increases, average LE increases. Availability and access to healthcare services is an important resource to protect oneself from disease onset and to accelerate recovery from illness and disabilities. For the case of physician density on healthcare was positively associated with LE. This is generally consistent with previous work done in Western societies that show the important role that healthcare access plays in the survival of children and older people (9, 14) . A study of Shaw (12) identified that more healthcare services available in rural areas can improve the odds of survival and healthy survival of older people. In addition, maternal and fetal-neonatal survival depends on a continuum of basic services through pregnancy, delivery, and the postpartum or newborn period (4). However, inability to get access to healthcare services for severe childhood illness could affect psychological development and accelerate the degradation of the functional level of specific organs in adulthood. All these adversities may reduce an individual's reserve capacity to resist disease, thus increasing mortality and health problems at later ages and lead to reduced LE. Therefore, this might explain the findings regarding the significance of increasing physician number and its impact on LE. We predicted that the LE to be negatively correlated with adolescent reproduction and TFR. Delay reproduction increases survivorship, a relationship that has been observed worldwide (26) . Various studies have found that adolescents who anticipate having a shorter lifespan reproduce at an earlier age than adolescents who expect to have a longer lifespan (27) (28) (29) .The causal links between LE, and reproduction are dependent on the stage of the demographic transition a population is experiencing. Countries vary in the rates at which they pass through stages in the demographic transition. Some countries, such as China, Brazil, and Thailand, have moved through the stages of demographic transition rapidly because of economic and social changes; other countries, particularly in Africa, have stalled owing to economic stagnation and the impact of AIDS. Therefore, when examining the relationships between LE and reproduction it is important to control for economic factors and disease indicators. Indeed, these factors may account for the lack of any correlation between LE and age at first birth among populations with low LE (<60 years). The study results show that higher education levels among the population have a positive impact on LE. The coefficient for mean year of schooling was statistically significant and positive, which confirmed the original hypothesis. This finding has important implication that is, higher levels of education are typically associated with more timely receipt of healthcare, and people are more likely to be aware of their health. This might suggest that with higher educational levels, people are more aware of the importance of obtaining adequate prenatal care and can be encouraged to optimize the use of maternal health services and avoid situations such as delivering a low-birth-weight baby or encountering other childbirth-related complications. It has been shown that individuals with more education earn higher real wages. Greater real wages mean average household income is higher, enabling people to increase the quality and quantity of the healthcare services they purchase. Moreover, people with more education can better comprehend information about proper nutrition, hygiene, and healthcare services, as well as common illnesspreventative measures. Thus, it is hypothesized that as average years of schooling increases, average LE will increase. One measure of a country's standard of living is per capita GNI, and studies consistently show it is related to LE. There is a considerable body of research linking income inequality to poor health outcomes. Poorer countries obviously have less to spend on preventive medicine and healthcare than wealthier countries. That may explain why average longevity is much shorter in poor countries. There is also a statistically meaningful relationship between income distribution and LE and in this study it is established the impact of GNI on average LE. Results of this study claims that inflation rate and increase in GNI increase LE (10, 18) . These findings have significant implications. Besides implementing economic reconstruction processes such as increasing job opportunities, policy makers would have increased awareness that economic hardship can affect vulnerable populations such as elderly people, whose health status will deteriorate. A previous study found that death rates of elderly people were substantially higher in the lower-income groups (8) . This leads to the policy implications of this study results namely, that economic upturns are associated with greater LE rates and vice versa for economic downturns. A limitation of this study is that we only analyzed data for the most common determining factors, ie, those that were found to be significantly associated with life expectancy in previous studies. In addition, the analysis was limited to low and lower middle income countries. Data on the 91 counties were obtained from specialized United Nations. However, the sources and quality of data vary according to country. Some low-income countries have comprehensive civil registration and vital statistics and regular censuses of the entire population. However, many lower middle income countries have incomplete or dysfunctional birth and death registration systems and therefore lack continuous empirical data on mortality and life expectancy.
Conclusion
The study presented an analysis of how demographics, socioeconomic status, and health factors affect LE in the low and lower middle-income countries. It is clearly identified the factors support what is the current thinking on how to improve average LE throughout the low and lower middle income countries. Increases in education, and physicians' numbers, and national income significantly contribute to higher average LE. The analysis also indicates that the factor with the biggest impact on a nation's average LE is the percentage of adults who are infected with HIV. This suggests that international efforts should be aimed at increasing average LE, especially in the poor countries to eliminate the higher prevalence of HIV. The study consisted of data from 91 countries and measured the effects of six different determinants from demographic, socioeconomic and health factors. Further research with data sets that are more expansive and a wider range of factors would enhance policymakers' understanding of which factors influence average LE the most.
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